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Conventional loop ileostomy (CLI) is a suitable procedure for transitory faecal diversion after colocolic or
colorectal anastomosis, but it causes relevant morbidities (dehydration, discomfort, peristomal in-
fections) and requires a second operation to be closed. We already described an alternative technique of
temporary percutaneous ileostomy (TPI), which can be removed without surgery, as faecal diversion in
low colorectal anastomosis. Now we report our experience with the TPI in protecting colocolic and
colorectal anastomosis in urgency in elderly.
From January 2012 to June 2014, 45 patients underwent urgent surgical procedures for acute abdomen
with colonic and/or rectal resections and colocolic or colorectal anastomosis with faecal diversion by TPI.
Nineteen out of 45 patients were older than 70. Four low colorectal anastomoses, 10 intra-peritoneal
colorectal anastomosis and 4 colocolic anastomosis were performed.
Neither intra-operative complications nor post-operative deaths were observed. None of the 19 pa-
tients treated had evidence of clinical or radiological leakage of the anastomosis. Post-operative com-
plications occurred in 7 patients and nobody required re-intervention. No intestinal obstruction was
reported in the early (30 days) post-operative period.
The TPI seems to be a valid alternative to standard ileostomy, ensuring an optimal faecal diversion both
in elective surgery and in urgency. The TPI also ensures less patient discomfort and it can be easily
removed without surgery, unlike the CLI. The limited duration of the faecal diversion and the uselessness
of a second surgical procedure to remove the TPI are the most important advantages of this new tech-
nique, especially in elderly.
© 2014 Published by Elsevier Ltd on behalf of Surgical Associates Ltd.1. Introduction
Anastomotic leakage is the most dreadful complication after
intestinal surgery and it is deﬁned as a defect of the intestinal walltomy; CLI, conventional loop
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f of Surgical Associates Ltd.integrity at the anastomotic site (including suture and staple lines)
leading to a communication between the intra- and extra-luminal
compartments [1]. Anastomotic leakage leads to the formation of
intra-abdominal abscess close to the anastomosis with consequent
peritonitis and sepsis, thus needing a re-intervention with a high
risk of death. Anastomotic leakage has also a negative prognostic
impact on local recurrence of neoplasm and it is associated with
reduced long-term cancer speciﬁc survival [2].
Derivative enterostomies are often performed to temporarily
reduce the effects of anastomotic leakage and also the rate of
leakage-related re-interventions [3,4]. Stomas cause relevant
morbidity (discomfort, peristomal inﬂammation and dehydration)
and need a second operation to be closed, with an added risk of not
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(19%) to remain permanent [5].
For this reason, since 2009 we have proposed a new ileostomy
technique by using a jejunostomy tube placed into the distal ileum
through the abdominal wall, and with the aim of obtaining tem-
porary faecal diversion after anterior rectal resection with extrap-
eritoneal colorectal anastomosis, thus ensuring a greater comfort
for the patient and an easier management and also to avoid local
complications and the additional surgical procedure for the closure
of a conventional loop ileostomy [6]. Our experience comparing the
temporary percutaneous ileostomy (TPI) to the conventional loop
ileostomy (CLI) in protecting extraperitoneal colorectal anasto-
mosis showed that the TPI is a valid alternative to CLI, ensuring
optimal faecal diversion (with comparable incidences of symp-
tomatic anastomotic leakage between the two different diverting
techniques) and less patient discomfort and it can be easily
removedwithout surgery [7,8]. Moreover, the TPI is associated with
markedly fewer peri-operative complications compared to CLI and
it also eliminates the complications due to the second operation of
stoma closure [7].
Encouraged from the results of the TPI we have been performing
it also to protect the colorectal and colocolic anastomoses after
urgent colonic resection for acute abdomen form January 2012. We
report our experience in employing the TPI in urgency in elderly.Fig. 1. Temporary percutaneous ileostomy (TPI).2. Materials and methods
From January 2012 to June 2014 45 patients underwent urgent
surgical procedures for acute abdomen with colonic and/or rectal
resections and colocolic or colorectal anastomosis with faecal
diversion by TPI. Nine-teen out of 45 patients were older than 70.
They were 12 men and 7 women and the average age was
79.3 ± 5.4 (range 71e92) years. Eleven patients underwent surgery
for acute complicated diverticulitis; 3 for intestinal occlusion due to
stenotic sigmoid (2) or rectal (1) neoplasm; 2 for bleeding rectal
neoplasm; 1 for sigmoid volvulus; 1 for strangulated sigma herni-
ation; 1 for rectal perforation. Eight patients underwent left
colectomy (5 laparotomic and 3 laparoscopic); 5 sigmoid resection
(4 laparotomic and 1 laparoscopic); 5 anterior rectal resection (3
laparotomic and 2 laparoscopic); 1 peritoneal toilette. Four low
colorectal anastomoses, 10 intra-peritoneal colorectal anastomosis
and 4 colocolic anastomosis were performed. All of them were
mechanical and were protected by TPI.
After the colocolic or colorectal anastomosis, the TPI was carried
out with a modiﬁed 18 or 20 Fr jejunostomy tube placed into the
ileum about 30e40 cm before the ileocaecal valve by ensuring that
the distal part of the tube was in the proximal loop to optimize the
drainage [6]. The jejunostomy balloonwas inﬂated with 7e10 ml of
normal saline to obstruct the lumen without impairing the blood
supply of the bowel wall. Then, the tube was ﬁxed in the ileal loop
with a purse-string and was brought out through the abdominal
wall in the left inferior quadrant (Fig. 1). No conversion from lap-
aroscopy to laparotomy was necessary. The average operative time
was 149.7 ± 34.4 (range 80e220) minutes (Table 1).
All the patients were fed with an elementary liquid diet up to
the trans-anal radiography enema with hydrosoluble iodate
contrast performed on 8th or 9th post-operative day, in order to
conﬁrm the integrity of the anastomosis before removing the
probe. Once the integrity of the anastomosis was assessed, the TPI
was removed and the percutaneous drainage passage site was
medicated with a gauze.3. Results
Neither intra-operative complications nor post-operative
deaths were observed. None of the 19 patients treated had evi-
dence of clinical or radiological leakage of the anastomosis.
The average time required for the trans-TPI emission of gases
was 1.1 ± 0.3 (range 1e2) days; the average time required for the
emission of faeces was 1.8 ± 0.9 (range 1e4) days. The length of
post-operative stay was 11.2 ± 1.7 (range 8e15) days.
Seven patients (37%) developed post-operative complications,
but nobody needed surgical re-exploration. Complications were as
follows: 1 abdominal collection that required percutaneous
drainage; 1 transient intestinal bleeding that did not need trans-
fusion; 2 delays of bowel canalization; 1 urinary infection; 1
pneumonia; 1 atrial ﬁbrillation.
The TPI was removed after the trans-anal radiography enema
carried out on the same day or on the day after. Neither enteric
ﬁstula from the site of the TPI nor infection of the same site was
observed. No intestinal obstruction was reported in the early (30
days) post-operative period.
4. Discussions
Anastomotic leakage is one of the most serious complications
after colonic and rectal resections, which is due to a breakdown of
the suture line in the surgical anastomosis and it is associated with
increased morbidity, mortality, and prolonged hospital stay [9,10].
Leakage is associated with increased morbidity because
Table 1
Characteristics of the enrolled patients.
Patient Age Sex Pathology (Hinchey
classiﬁcation)
Surgical procedure Operative
time (min)
Post-operative
complication
Time to canalization
gas faeces (days)
TPI removal
(days)
Hospital
stay (days)
1 71 M Perforated diverticulitis (II) Laparoscopic left
colectomy
145 1 1 8 9
2 77 F Infra-peritoneal rectal
perforation
Toilette 80 1 1 8 9
3 84 M Sigmoid volvulus Sigmoid resection 120 1 2 8 10
4 80 F Stenotic sigmoid neoplasm Left colectomy 130 1 1 9 11
5 75 M Perforated diverticulitis (II) Sigmoid resection 160 1 2 9 10
6 77 M Perforated diverticulitis (IV) Sigmoid resection 180 Intra-abdominal
collection
2 4 11 13
7 81 M Perforated diverticulitis (III) Left colectomy 140 Pneumonia 1 3 10 14
8 78 M Perforated diverticulitis (II) Left colectomy 220 1 1 9 12
9 72 F Perforated diverticulitis (II) Left colectomy 145 Transient intestinal
bleeding
1 1 10 12
10 79 F Perforated diverticulitis (III) Anterior rectal resection 130 delayed canalization 1 3 9 12
11 92 M Perforated diverticulitis (II) Left colectomy 175 1 2 9 10
12 74 M Perforated diverticulitis (IV) Anterior rectal resection 155 Atrial ﬁbrillation 1 2 9 11
13 77 M Bleeding rectal neoplasm Anterior rectal resection 190 Urinary infection 1 1 10 13
14 76 F Stenotic sigmoid neoplasm Laparoscopic left colectomy 130 1 1 8 9
15 88 M Bleeding rectal neoplasm laparoscopic anterior
rectal resection
205 1 2 9 11
16 81 M Stenotic rectal neoplasia Laparosocpic anterior
rectal resection
175 1 1 9 11
17 82 F Strangulated sigma herniation Sigmoid resection 95 Delayed canalization 2 3 11 15
18 86 F Perforated diverticulitis (II) Laparoscopic sigmoid
resection
145 1 2 9 11
19 76 M Perforated diverticulitis (II) Left colectomy 125 1 1 9 10
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causing septic complications, thus resulting in a stenotic anasto-
mosis. Peri-operative mortality has been reported to increase from
2% to 24% in the presence of colorectal anastomosis dehiscence [11].
Moreover, anastomotic leakage can lead to an increase in local
recurrence of a rectal cancer, reducing the overall survival [2,12].
Protective defunctioning stoma is used to prevent the occur-
rence of anastomotic leakage complications. The meta-analyses by
Tan and Huser about low anterior rectal resection reported that a
defunctioning stoma decreases clinical anastomotic leakage (with
odds ratios of 0.39 and 0.32 respectively) and re-operation rates
(odds ratios of 0.29 and 0.27 respectively), and the randomized
multicenter trial by Matthiessen reported a symptomatic leakage
rate of 10.3% in patients with defunctioning stoma and 28.0% in
those without stoma, while the need for urgent abdominal re-
operation was 8.6% versus 25.4% respectively [11,13,14]. With
regards to elective intra-peritoneal colorectal and colocolic anas-
tomosis, the faecal diversion does not seem to reduce the leakage
rate and it may be performed in selected cases at surgeon's
discretion (signiﬁcant comorbidities, pre-operative radiotherapy,
intra-operative complication, positive intra-operative leak test,
tension of the anastomosis).
The risk of anastomotic leakage is increased when a colonic or
rectal resection is performed in urgency: the discrepancy between
the diameter of the two intestinal tracts that must be anastomized,
the localized or diffuse peritonitis, the bowel ischemic suffering and
the absent bowel preparation may compromise the sealing of the
anastomosis.
No signiﬁcant differences were observed regarding the protec-
tion of low colorectal anastomoses when comparing loop ileostomy
with loop colostomy, except for fewer constructive complications in
loop ileostomy [10]. Yet, a stoma may itself cause relevant
morbidity due to patient discomfort, peristomal inﬂammation and
dehydration resulting from high output. Patients receiving a tem-
porary stoma need a second operation to close it, which carries
additional risk of complications. It is often assumed that a reversal
of a loop ileostomy is a simple and safe procedure, however, arecent review has revealed high morbidity rates following loop
ileostomy closure [7]. The review by Kaidar-Person reported rates
of small bowel obstruction (0e15%), wound infections (0e18.3%),
anastomotic leakage (0e8%), entero-cutaneous ﬁstulae (0.5e7%)
and site hernias in up to 12% of patients [15]. The review about
complications related to the reversal of defunctioning loop ileos-
tomies by Chow concluded that overall morbidity was 17.3% and
mortality rate was 0.4e3.7% in patients requiring a laparotomy at
the time of ileostomy closure [16]. The most common post-
operative complications included small bowel obstructions (7.2%)
and wound infections (5%) [16].
Recently, a randomized controlled trial conﬁrmed the elevated
risk (19%) that a defunctioning stoma remains a permanent stoma
[5]. These series of relevant problems in both the construction and
closing phases of an ileostomy should not be neglected when an
elderly undergoes surgical procedure, even if in urgency.
Since 2009 we have developed a temporary percutaneous
ileostomy techniquewith a jejunal probe in order to create an easily
removing faecal diversion that could adequately protect the low
colorectal anastomosis, thus reducing patient discomfort as well as
the stoma-related complications [6]. The TPI proved to be a valid
alternative to standard ileostomy, ensuring optimal faecal diver-
sion, protecting the colorectal anastomosis from symptomatic leaks
as a CLI does. Moreover, the TPI resulted in markedly fewer peri-
operative complications compared to CLI and it also eliminates
the complications due to the second operation of stoma closure [7].
Thanks to such results, we started to perform the TPI to protect
the colorectal and colocolic anastomoses after urgent resection for
acute abdomen in January 2012. We performed 45 TPI in urgency
up to June 2014, 19 of these in elderly. None of the 19 patients re-
ported clinical or radiological leakage of the anastomosis. The TPI
was easily removed in all patients, neither enteric ﬁstula from the
site of the TPI nor infection of the same site was observed. There
was no complication requiring re-operation and all of them were
treated conservatively.
The TPI conﬁrmed to be feasible and safe and to ensure an
optimal faecal diversion also in urgency in elderly, thus avoiding
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ileostomy. The best advantage of the TPI is still more evident in
elderly, where the comorbidities increase the operative risk of a
second surgical procedure and the conventional ileostomy risks to
remain permanent with not negligible discomforts. Moreover, the
TPI ensures the faecal diversion for about 9 days, whereas a CLI is
usually kept for not less than 30 days. This aspect must be
considered especially in elderly where the dehydration and the
electrolytic disorders may quickly emerge and compromise the
post-operative course.
Since a prospective randomized study is needed to deﬁnitively
assess the role of TPI, we designed a randomized controlled trial,
the A.L.P.P.I. (Anastomotic Leak Prevention by Probe Ileostomy,
ISRCTN99356919) trial [8].
5. Conclusion
The TPI proposed by our group seems to be a valid alternative to
standard ileostomy, not only in protecting elective colorectal
anastomoses, but also in ensuring optimal faecal diversion in ur-
gency colocolic and colorectal anastomosis performed in elderly.
The TPI also ensures less patient discomfort and it can be easily
removed without surgery, unlike the CLI. The limited duration of
the faecal diversion and the uselessness of a second surgical pro-
cedure to remove the TPI are the most important advantages of this
new technique, especially in elderly.
Future prospective randomized studies are needed to deﬁni-
tively validate the role of TPI as an alternative to CLI.
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